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1
ADJUSTABLE AND BIASED-OPEN
UNIDIRECTIONAL SPEAKING VALVE

BACKGROUND

Tracheotomy is a surgical procedure frequently performed
to relieve obstruction of airflow through the larynx and upper
trachea. One of its main side effects is loss of essential breath-
ing functions including warming and filtering of air, cough-
ing, smelling, tasting, swallowing, and, more devastatingly,
speaking. Voice production requires vibration of the vocal
cords from a stream of air passing through the larynx. When
a tracheotomy tube is present, exhaled air follows the path of
least resistance, and exits through the tracheotomy tube rather
than up towards the larynx, limiting vibratory movement of
the vocal cords, and hence limiting perceptual speech. This
creates a psychological hardship, as communication is criti-
cal to patients’ overall medical care and social interactions
This problem can be particularly disruptive in children, where
atracheotomy can actually impact the development of normal
language skills

In order to redirect the air toward the vocal cords, the
patient may use a finger to occlude the tracheotomy tube.
Finger occlusion however has several limitations: it requires
manual dexterity (which some patients may lack); it also
requires coordination of phonation with breathing (which
some patients may be unable to perform); and it is unsanitary.
The use of a tracheotomy speaking valve enables trache-
otomy patients to speak without having to occlude the trache-
otomy tube with their finger. Unidirectional speaking valves
have a displaceable element that allows air to flow through the
cannula and into the lungs during inspiration and prevent air
from flowing through the cannula during expiration. Thus,
during expiration, air flows through the patient’s upper air-
ways, such as the subglottic trachea, larynx, pharynx, mouth,
and nasal passages. As a result, tracheotomized individuals
using a unidirectional tracheotomy valve are able to commu-
nicate orally and maintain clear upper airway passages by
coughing or expelling air through the upper airway passages.

There are a number of unidirectional (one-way) speaking
valves that close 100% upon exhalation (also referred to as
“no leak” design valves), redirecting air from the tracheo-
stomy tube upward through the larynx, permitting phonation
and improvement of swallowing and of secretions manage-
ment. These are flapper-type speaking valves, whereby a
diaphragm abuts the frontal opening of the valve. The valve
opens upon inhalation and forms an uninterrupted a tight
closed no-leak seal upon exhalation, hence completely stop-
ping the air from exiting through the tracheostomy valve upon
exhalation. Such one-way flapper valves include for example:
the Passy-Muir tracheostomy & ventilator swallowing and
speaking valve (PMV 005) available from Passy-Muir Inc,
the Montgomery tracheostomy speaking valve (product code
221201) and TRACOE® PhonAssist speaking valve (product
code 650-T), both available from Boston Medical Products;
the Hood speaking valve (product code SPV-3015); and the
Shiley Phonate® speaking valve (product designation SSVO)
available from Nellcor Puritan-Bennett LLC. These valves
are generally of a similar size and configuration and are
designed to slide onto a standard 15 millimeter (mm) external
(ventilator) end of a tracheostoma tube or cannula. Also, prior
U.S. Pat. No. 8,051,856 Bare & Scherer, assigned to Passy-
Muir, Inc U.S. Pat. No. 802,316 by Fulgham describe similar
types of flapper unidirectional speaking valves having a “no
leak” design. This listing is not intended to be a representation
that a complete search of all relevant art has been made, or that
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no more pertinent art than that listed exists, or that the listed
art is material to patentability. Nor should any such represen-
tation be inferred.

Another type of valve, which is different from flapper type
valves, is a unidirectional tracheotomy speaking valve with
an external cylindrical housing chamber, that contains a ball
acting as the displaceable element. The ball moves back and
forth during inspiration and expiration, and is limited from
going beyond the housing chamber during inspiration by a pin
or a wire that extends into the posterior opening of the cham-
ber and intersects a path of travel of the ball, preventing it
from entering the patient’s airway. In this design, the housing
chamber is external to the tracheotomy tube and coupled to
the cannula of a tracheotomy tube. U.S. Pat. No. 6,588,428 by
Shikani et al describes a similar design unidirectional speak-
ing valve except the housing chamber is internal and an inte-
gral part of the inner cannula of the tracheotomy tube.

One common clinical observation to the above unidirec-
tional speaking valves is that, because all the valves close
100% and allow no air leak upon exhalation, airflow is always
redirected to the vocal cords at exhalation. Hence, while the
tracheotomized patient can breathe in through the speaking
valve, he/she never has the possibility to breath out through
the valve ifhe/she wishes (for example, while the patient is at
rest and does not wish or need to redirect the air upward
through the vocal cords in order to speak). Consequently the
patient is not able to use any of these speaking valves concur-
rently with a Humidity Moisture Exchanger (HME) to benefit
from humidification and filtration. Another concern is that, in
order for the tracheotomized patient who is on the ventilator
and who wishes to use a unidirectional speaking valve, the
tracheotomy tube cuff must be deflated in order for the air to
go around the tube and up towards the vocal cords, otherwise
not only will voicing be impossible, but there is also a risk of
complete closure of the airway circuit, a potentially life-
threatening situation. In order to address these concerns, a
different type of valve is required to allow at least some
degree (even if slight) of air leak upon exhalation.

One of'the purposes of the present disclosure is to describe
a novel unidirectional speaking valve and a method to allow
redirecting air from the tracheostomy tube upward through
the larynx, permitting phonation and improvement of swal-
lowing and of secretions management, with some degree
(even if slight) of air leak without 100% closure of the airway
circuit.

For a variety of reasons, patients may find themselves in
respiratory failure that necessitates a tracheotomy and venti-
lator support. These conditions may include progressive res-
piratory insufficiency due for example to muscular dystro-
phies, post-polio syndrome, amyotrophic lateral sclerosis
(ALS or Lou Gehrig’s disease), severe deformities of the
chest wall or spine, such as kyphoscoliosis or thoracoplasty.
Acute respiratory failure may also require tracheotomy and
mechanical support, due for example to acute neurologic
events, strokes, high spinal cord injury acute pulmonary
infections, upper airway obstructive lesions, etc.

Communication for handicapped ventilator-dependent
patients is a difficult problem both for the patient and the
healthcare personnel. Tracheotomy diverts air away from the
vocal cords and interferes with the production of normal
speech. This may be addressed by using a one-way speaking
valve, which redirects the air flow toward the larynx.

Currently, there are only two single unidirectional valves
that are available for use with the ventilator: the Passy-Muir
tracheostomy speaking valve and the Montgomery® Ven-
trach™ Speaking Valve. These two devices are flapper type
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valves, hence allow air to enter the lungs through the tracheo-
stomy tube but close 100% upon exhalation.

As previously mentioned, a critically important point for
using the Passy-Muir or the Montgomery® Ventrach™ tra-
cheostomy speaking valve concurrently with a ventilator is
that the tracheotomy cuff must be deflated (to redirect airflow
upward toward the vocal cords), otherwise there is risk of a
dangerous closed airway circuit.

While cuff deflation is a must, it does create conditions
which make it fairly difficult to introduce the ventilator
patient to a speaking valve for the first time. Even though
tracheotomized patients are eager to speak, there is significant
patient reluctance toward cuff deflation, and it hence requires
quite a bit of preparation and counseling on behalf of the
speech-language pathologist to ensure that both the patient
and family feel comfortable with speaking valve use while on
a ventilator. Introducing the valve begins with an initial goal
of restoring airflow through cuff deflation trials. The duration
of'the trials depends on the patient’s medical status as well as
ventilator settings and tracheotomy size. One particular
patient may tolerate full cuff deflation within a couple of
sessions, and another patient may only tolerate partial defla-
tion trials over a period of weeks. The patient’s tolerance to
cuft deflation is determined by any changes in heart rate,
desaturation, CO2 levels and voicing. If there are no adverse
changes with full cuff deflation, the speech-language patholo-
gist generally can then move forward with a speaking valve
trial. However, some patients, such as those who have signifi-
cantly compromised pulmonary status, such as an upper-
airway obstruction or a particularly large or specialized tra-
cheostomy tube, may not tolerate cuff deflation and may not
even be candidates for speaking valves.

If, by mistake, the nurse or the medical staff introduce the
speaking valve in the circuit and forget to deflate the cuff
while the patient is hooked to the ventilator, this will result in
aclosed airway circuit, whereby air is blown by the ventilator
into the trachea but the patient is not be able to exhale, since
the valve is sealed and there is also an airtight seal around the
tracheostomy tube. This will cause a hazardous increase in
trans-tracheal pressure, subsequent hypo-oxygenation,
hypercapnea and potentially even cause death of the patient.
As a matter of fact, several such close call situations have
been observed over the last few years due to this particular
error by nurses and medical staff, and even worse, an acci-
dental death of a paraplegic tracheotomized patient on the
ventilator was recently documented.

Other than deflating a cuffed tracheotomy tube, the treating
physician may optto use a cuffless tracheostomy tube, or even
a fenestrated tracheotomy tube. The problem is that, because
of their lung physiology, many ventilator dependent patients
are unable to tolerate the significant air leak observed with
fenestrated tracheotomy tubes, cuffless and/or uncuffed tra-
cheostomy tubes. These patients will then miss out on the
advantages of a speaking valve, and end up forgoing the
option of speech. They will also miss out on other benefits of
speaking valves, including reduced secretions, increased
sense of smell, reduced aspiration, and increased amount of
oxygen in the blood. The treating physician may opt to
manipulate the ventilator settings in order to help overcome
some of the air leak in uncuffed ventilated patients with a
tracheostomy; for example, they can try prolonging the
inspiratory time using PEEP (positive end-expiratory pres-
sure). The use of a longer inspiratory time and higher PEEP
are additive in their ability to improve speaking rate; however,
there are many patients who are unable to tolerate ventilator
setting manipulations due to their physiology.

20

25

30

40

45

4

The above clinical observations of problems encountered
by tracheotomy patients on ventilators (including the neces-
sity to deflate the cuff in order to introduce the ventilator
patient to a speaking valve, difficulty tolerating cuft deflation,
risk of human error of erroneously inflating the cuff and
causing hazardous increase in trans-tracheal pressure and
hypercapnea) prompted the present inventors to invent a new
type of valve designed to solve, in at least some embodiments,
the problem of “no leak™ valves. This, a new type of valve, is
unique in a sense that it does not close 100% upon exhalation.

DESCRIPTION OF THE DRAWINGS

One or more embodiments are illustrated by way of
example, and not by limitation, in the figures of the accom-
panying drawings, wherein elements having the same refer-
ence numeral designations represent like elements through-
out and wherein:

FIG. 1 is a diagram of a tracheotomy tube in a patient
according to an embodiment;

FIG. 2 is a detailed exploded parts view of a speaking valve
according to an embodiment and a tracheotomy tube;

FIG. 3 is a cross-section taken along the lines 3-3 of FIG. 2
of the speaking valve in a down position;

FIG. 4 is a cross-section view of a speaking valve accord-
ing to an embodiment and connected to a tracheotomy tube in
a patient;

FIG. 5 is an axial cross-section of a speaking valve accord-
ing to an embodiment;

FIG. 6 is an axial cross-section of a speaking valve accord-
ing to an embodiment;

FIG. 7 is a cross-section taken along the lines 3-3 of FIG. 2
of the speaking valve in a down position;

FIG. 8 is a cross-section view of a speaking valve accord-
ing to an embodiment and connected to a tracheotomy tube in
a patient;

FIG. 9 is an axial cross-section of a speaking valve accord-
ing to an embodiment;

FIG. 10 is an axial cross-section of a speaking valve
according to an embodiment;

FIG. 11 is a cross-section taken along the lines 3-3 of FIG.
2 of the speaking valve in an up position;

FIG. 12 is a cross-section view of a speaking valve accord-
ing to an embodiment and connected to a tracheotomy tube in
a patient;

FIG. 13 is a cross-section taken along the lines 3-3 of FIG.
2 of the speaking valve in an up position;

FIG. 14 is a cross-section view of a speaking valve accord-
ing to an embodiment and connected to a tracheotomy tube in
a patient;

FIG. 15 is a perspective view of a speaking valve according
to an embodiment in an up position;

FIG. 16 is a side view of the speaking valve of FIG. 15;

FIG. 17 is a perspective view of a speaking valve according
to an embodiment in an up position;

FIG. 18 is a side view of the speaking valve of FIG. 17;

FIG. 19 is a perspective view of a speaking valve according
to an embodiment in an up position;

FIG. 20 is a side view of the speaking valve of FIG. 19;

FIG. 21 is a perspective view of a speaking valve according
to an embodiment in an up position;

FIG. 22 is a side view of the speaking valve of FIG. 21;

FIG. 23 is a perspective view of a heat moisture exchange
filter according to an embodiment;

FIG. 24 is a perspective view of a heat moisture exchange
filter according to an embodiment;
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FIG. 25 is a perspective view of a heat moisture exchange
filter connected to a speaking valve according to an embodi-
ment;

FIG. 26 is a cross-section view of the heat moisture
exchange filter and speaking valve of FIG. 25;

FIG. 27 is a perspective view of a speaking valve according
to an embodiment;

FIG. 28 is a side view of the speaking valve of FIG. 27,

FIG. 29 is an axial cross-section view of the speaking valve
of FIG. 27,

FIG. 30 is alongitudinal cross-section view of the speaking
valve of FIG. 27,

FIG. 31 is a plan, axial cross-section, longitudinal cross-
section, and end view of the speaking valve of FIG. 27;

FIG. 32 is a plan, axial cross-section, longitudinal cross-
section, and end view of the speaking valve of FIG. 27; and

FIG. 33 is a side, axial cross-section, and opposite side
view of a portion of the speaking valve of FIG. 27.

DETAILED DESCRIPTION

FIG. 1 is a diagram of a tracheotomy tube 10 surgically
implanted in the throat of a patient for airway management. A
removably-mounted speech valve 12 (also referred to as a
speaking valve) is mounted on the end of the tracheotomy
tube extending outwardly from the patient’s throat at an angle
of approximately 20 degrees.

FIG. 2 is a detailed exploded parts view of speech valve 12
and tracheotomy tube 10. Speech valve 12 has a body 14 with
a first end 16 for communication with the outer end of trache-
otomy tube 10. The diameter of first end 16 of body 14 is
larger than the diameter of a second end 18 of the body and
forming a chamber having an internal step 20 within the body
(as shown in FIG. 3).

FIG. 3 is a cross-section taken along the lines 3-3 of FIG. 2.
Firstend 16 of body 14 is open. Second end 18 of body 14 has
a frontal opening 26 formed therein which is offset from a
central axis 22 of the body. Within body 14 is a ramp 24. A
portion of ramp 24 slopes upwardly at an acute angle toward
firstend 16 of body 14. FIG. 5 is a cross-section view of body
14 showing ramp 24. FIG. 6 is a cross-section view of body 14
showing a pair of ramps 24, in accordance with an embodi-
ment.

In at least some embodiments, body 14 includes a plurality
of circumferentially spaced ramps 24. A portion of each ramp
slopes upwardly at an acute angle toward first end 16 of body
14. In at least some embodiments, ramp 24 slopes upward at
an angle other than an acute angle. In at least one embodi-
ment, there are two parallel ramps 24, although more or fewer
ramps may be used.

Within body 14, between frontal opening 26 and ramp 24,
there is disposed a ball 28 for regulating airflow through valve
12. The ball has a diameter which is larger than the diameter
of'the frontal opening 26. Ramp 24 is positioned within body
14 to retain ball 28 within the body. In at least one embodi-
ment, ramp 24 extends vertically and is positioned along a
horizontal midline of body 14. Ramp 24 has a defined slope to
hold the ball forward toward frontal opening 26.

In at least some embodiments having plural ramps, plural
ramps are spaced apart from each other a distance which is
less than the diameter of ball 28 to retain the ball within body
14. The plural ramps form a channel or guide to keep ball 28
along a midline axis, making movement of the ball less tur-
bulent and more efficient. The plural ramps have a defined
slope to hold the ball fully forward toward frontal opening 26.

In an “in rest” position, if body 14 is in a desired approxi-
mately horizontal position, ball 28 is automatically seated
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adjacent the frontal opening 26, thereby partially sealing the
frontal opening if the patient is neither inhaling nor exhaling
(FIGS. 3-5). The air passageway in the patient’s upper airway
is open for the passage of air and air passes over the vocal
cords 40 enabling the patient to speak. At the same time, a
lesser volume of air is able to pass around ball 28 and out
frontal opening 26.

An indexing means 30 is formed on second end 18 of body
14 which is usable to determine the orientation of the body.
Body 14 is rotatable with respect to tracheotomy tube 10
through 180 degrees by the patient (or the patient’s caregiver)
to provide an “up” and a “down” position of the body. In at
least some embodiments, body 14 is rotatable through greater
or lesser degrees by the patient. The outer surface of body 14
has threads 32 or ribs formed thereon to provide a better grip
to rotate the body.

Inat least one embodiment, indexing means 30 is a notch or
non-round portion of the second end of body 14 located near
frontal opening 26 in the body. In at least some other embodi-
ments, indexing means 30 is a protrusion extending outwards
from the second end of body 14. Other indexing means known
to persons skilled in the art may be used to provide an index-
ing means that may be sensed tactilely by the patient.

As shown in FIGS. 7-9, if the indexing means is in the
“down” position (i.e., indexing means 30 rotatably positioned
at the bottom of body 14), and the patient inhales, the incom-
ing air moves ball 28 up the ramp 24 toward the tracheotomy
tube 10 and air flows around the ball, around the ramp and into
the patient’s lungs.

If indexing means 30 is in the “up”/biased-open position
(FIGS. 11-12), and the patient in the resting position, ball 28
rests posteriorly in the chamber toward the tracheotomy tube,
allowing free flow of air. As the patient inhales, incoming air
flows over the ball, around the ramp, and into the patient’s
lungs.

If indexing means 30 is in the “up” position, when the
patient exhales (FIGS. 13 and 14) ball 28 is displaced toward
frontal opening 26 but the ball does not rise upwardly to the
eccentrically formed frontal opening which is near the upper
portion of body 14 when in the “up” position. No seal occurs
in the frontal opening and air moves out of the patient’s lungs,
through the tracheotomy tube, and exits out of the valve.

However, with indexing means 30 in the “up” position, if
the patient increases the exhalation force, the ball is forced
upwardly in the chamber toward frontal opening 26 and the
ball contacts ramp 24 and is prevented from fully seating in
the frontal hole wherein a smaller volume of air flows through
the valve and a larger volume of air is forced through the
upper airway of the patient. In this scenario, the patient can
speak since air is passing over the patient’s vocal cords 40.

Thus, in at least one embodiment, the present disclosure
describes a method of using the speaking valve in two differ-
ent positions (“up” or “down”), and providing a positive ball
positioning feature depending on how the housing chamber is
rotated, hence greatly improving performance.

In the “down” mode, ball 28 is automatically directed
forward and held in position toward but not fully seated in
front opening 26 of the valve body 14, when the patient is
breathing regularly at rest. This innovation allows the ball to
sit inside frontal opening 26 and provide a leaky or non-fully
seated seal to the valve with no expiratory air required to seat
the ball in the opening (“biased-closed position™).

In the “up” mode, ball 28 has a tendency to sit away from
frontal opening 26, closer to the posterior opening of the
chamber, providing a more open airflow passage (“biased-
open position”) hence allowing the patient to breathe easier.
Additionally, ball 28 now requires a conscious effort in terms
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of exhalation force, to position the ball toward the frontal
opening and partially seal off airflow. Because of this, exhaled
air exits through the valve and is partially redirected through
the patient’s upper airway. Alternately, the patient is able to
force the ball to partially seal when re-direction of airflow is
desired for speech production. Ramp 24 is connected to a ring
34 which is disposed against the internal step 20 such that
ramp 24 extends inwardly into the chamber in body 14. Ring
34 is keyed and ultrasonically welded to the step of the body
to retain the ramp in place and in a proper orientation. The
keying mechanism may be a tab formed on the ring with a
cooperating notch formed in the step, or the tab may be
formed onthe step and the notch may be formed on the ramp’s
ring. Other keying mechanisms known to persons skilled in
the art are usable.

In an alternate mode, the valve including the body, the ramp
and the ball, is mounted within the cannula of the trache-
otomy tube. Although the valve cannot be rotated, the valve
operates in a manner as described above.

Having the exhaled air from the patient make contact with
heat moisture exchange (HME) media is essential to the func-
tion of an HME filter. Because HME filters function only
when air from the patient is exhaled across the media, and
then returned to the patient, use of an HME filter is not
possible with all other current unidirectional speaking valves
which do not allow two-way airflow (air in and air out).

Prior to the valve design of the present disclosure, patients
had to choose either to wear a speaking valve for communi-
cation and forgo the benefit of an HME filter, or alternatively
to wear an HME filter and forgo the benefits of wearing a
speaking valve. In the present disclosure, a cap containing
fibers for HME is removably attached to the second end of the
body. The novel ball valve’s guiding design is unique in a
sense that when the indexing means is in the “up” position
(biased-open), the ball rests posteriorly inside the chamber,
greatly facilitating airflow. This position accommodates the
use of an HME filter as follows.

Upon normal and soft regular inhalation and exhalation,
and with the valve in the “up” position (biased-open), air is
uniquely allowed to flow back in and out through the valve
(because the valve does not close 100% upon exhalation), and
through the HME filter, making contact with the filter media.
Inthis way, the patient receives the benefit of the HME filtered
air upon inspiration. However, with the valve in this same
position, the patient is also able to choose to have the ball
nearly close frontal opening 26 at will, allowing redirection of
a significant (although not all) of the exhaled air over the
vocal cords, in order to produce speech. No repositioning of
the valve itself is necessary. This is accomplished simply by
providing increased expiratory effort and/or volume in order
to drive the ball forward and vertically up the frontal wall, and
toward the frontal opening to partially seat the ball and par-
tially seal off airflow. The process of redirecting a significant
volume of the exhaled air over the vocal cords is even more
efficient with the valve in the “down” position (biased-
closed), as the valve naturally rolls down the ramp and the
patient does not need to provide increased expiratory etfort
and/or volume to move the ball forward toward the frontal
opening.

One or more embodiments of the speaking valve uniquely
allow the tracheotimized patient to realize the benefits of both
automatic speech and humidification concurrently.

Obviously, many modifications may be made without
departing from the basic spirit of the present invention.
Accordingly, it will be appreciated by those skilled in the art

20

35

40

45

55

8

that within the scope of the appended claims, the invention
may be practiced other than has been specifically described
herein.

According to an embodiment of the present disclosure, a
biased-open speaking valve is provided for assisting phona-
tion in a wearer of a tracheostomy tube who is not on the
ventilator and another aspect of the present disclosure for a
wearer of a tracheotomy tube who is on the ventilator. Both
aspects are about how to redesign the ball unidirectional
speaking valve so that, to allow some degree of airflow leak
(hence avoiding 100% upon exhalation), and at the same time
allow enough airflow redirection upwards towards the vocal
cords to allow speech.

One or more embodiments of the present disclosure
describe a novel valve and method for assisting phonation in
a wearer of a tracheostomy tube who is not on the ventilator:
The valve consists of an external cylindrical housing chamber
that contains a ball acting as the displaceable element. The
ball moves back and forth during inspiration and expiration,
and is limited proximally (tracheal side) from going beyond
the housing chamber during inspiration by a ring and at least
one circumferentially-spaced ramp disposed within the body
of the chamber. The valve has a frontal opening which is
eccentric (off-center) formed in the second end offset from a
central axis of the chamber. If the speaking valve is in “valve
up” (bias-open) position, the ball is forced to travel “up” the
ramp, which hinders, to a certain degree, the ability of the ball
to immediately seat in the frontal opening. Further hindrance
against the closure of the frontal opening upon exhalation is
provided by small circular indentation that is added to the
frontal opening.

One of the novelties in the speaking valve hence includes:

A body with an internal ramp at a predetermined angle
(anywhere from 0.01 to 50 degree angle) that forces the ball to
ride up the ramp when the valve is in the “valve up” position,
and hence have the ability to interfere with the sealing of the
frontal opening and with the amount of exhaled air redirected
through the laryngeal opening.

A body with an internal block at 6 O’clock (6 O’clock
corresponds to the “valve up” position) which interferes with
upward movement of the ball, and hence interfere with the
sealing of the frontal opening and with the amount of exhaled
air redirected through the laryngeal opening.

One or more small indentation(s), bump(s), or dimples at
the eccentric frontal opening that interferes with the complete
sealing of the ball into the frontal opening of the speaking
valve and allows some escape of air through the opening, both
when the valve is in the “valve up” position or when the valve
is in the “valve down” position, and hence interferes with the
amount of exhaled air redirected through the laryngeal open-
ing.

Small fenestrations/holes in the body of the valve which
allow a certain degree of air leak and hence interfere with
100% airtight seal of the body of the valve, both when the
valve is in the “valve up” position or when the valve is in the
“valve down” position. The degree of leak may be made
variable by rotating a ring around the area of the fenestrations,
and hence occluding the ring to a variable and quantifiable
degree.

Ifplaced inthe “bias-open” position (“valve up”), the novel
valve hereby described incorporates different possible fea-
tures that are all original, and that either interfere with move-
ment of the ball (hence preventing the complete closure of the
frontal opening during the exhalation process) and/or allow
some escape of air through the frontal opening up exhalation
(again preventing the complete closure of the frontal opening
during the exhalation process). This is a novel feature that
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none of the flapper valves has, as they are designed to be
always 100% closed at exhalation.

FIG. 15 is a perspective view of a speaking valve 150
according to another embodiment. The walls of speaking
valve 150 are shown transparent for ease of viewing the
interior mechanism. Speaking valve 150 is similar in opera-
tion and functionality to speaking valve 12. Speaking valve
150 differs from speaking valve 12 in at least two aspects.
Speaking valve 150 comprises a pair of curvilinear-sloped
circumferentially-spaced ramps 152 in place of single ramp
24. Also, speaking valve 150 comprises an indexing mecha-
nism 154 in place of indexing mechanism 30.

FIG. 16 is a side view of the FIG. 15 embodiment.

FIG. 17 is a perspective view of a speaking valve 170
according to another embodiment in an up position. The walls
of speaking valve 170 are shown transparent for ease of
viewing the interior mechanism. Speaking valve 170 is simi-
lar in operation and functionality to speaking valve 150.
Speaking valve 170 differs from speaking valve 150 in com-
prising a blocking ramp 172 positioned at a lower front corner
adjacent frontal opening 26. Blocking ramp 172 is positioned
in body 14 opposite the extension of ramp 24. Blocking ramp
172 comprises an upward sloping portion with the valve in an
upward or biased-open position. If valve 172 is in an upward
position, ramp 24 is on the upper surface of the interior of the
valve and blocking ramp 172 is on an opposite lower surface
of the interior. With blocking ramp 172 in this position, an
additional exhalation effort is used to force ball 28 into posi-
tion against the blocking ramp and partially sealing frontal
opening 26. Blocking ramp 172 further prevents the ability of
ball 28 to move into position to seal frontal opening 26. In at
least some embodiments, blocking ramp 172 comprises a
single ramp. In at least some embodiments, blocking ramp
172 comprises a plurality of circumferentially-spaced ramps.
In at least some embodiments, the angle of ramp 24, given the
addition of blocking ramp 172, need not be acute.

FIG. 18 is a side view of the speaking valve 170 of FIG. 17.

FIG. 19 is a perspective view of a speaking valve 190
according to another embodiment in an up position. The walls
of speaking valve 190 are shown transparent for ease of
viewing the interior mechanism. Speaking valve 190 is simi-
lar in operation and functionality to speaking valve 150.
Speaking valve 190 differs from speaking valve 150 in com-
prising a plurality of impediments 192 within body 14 and
surrounding frontal opening 26. The impediments 192 com-
prise at least one indentation, bump, or dimple. The impedi-
ments 192 prevent ball 28 from completely sealing against
frontal opening 26. Valve 190 comprises four (4) circumfer-
entially spaced impediments 192 surrounding and adjacent
frontal opening 26. In at least some embodiments, valve 190
comprises greater or lesser number of impediments 192. In at
least some embodiments, impediments 192 are non-equidis-
tantly spaced from each other. In at least some embodiments,
the impediments 192 are sized to prevent sealing of ball 28
against frontal opening 26. In at least some embodiments,
impediments 192 provide sufficient interference to prevent
complete closure of frontal opening 26 that there is no need
for interference provided by ramp 24. In at least some
embodiments having impediments, ramp 24 has an angle
other than an acute angle.

FIG. 20 is a side view of the speaking valve 190 of FIG. 19.

FIG. 21 is a perspective view of a speaking valve 210
according to another embodiment in an up position. The walls
of speaking valve 210 are shown transparent for ease of
viewing the interior mechanism. Speaking valve 210 is simi-
lar in operation and functionality to speaking valve 150.
Speaking valve 210 differs from speaking valve 150 in com-
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prising a plurality of openings 212 (also referred to as holes or
fenestrations) formed through body 14 and surrounding fron-
tal opening 26. Bumps 212 prevent ball 28 from completely
sealing against frontal opening 26. Valve 210 comprises six
(6) circumferentially spaced openings 212 surrounding and
adjacent frontal opening 26. In at least some embodiments,
openings 212 are solely formed in second end 18 of valve 210.
In at least some embodiments, openings 192 are solely
formed in body 14 adjacent second end 18. In at least some
embodiments, valve 210 comprises greater or lesser number
of'openings 212. In at least some embodiments, openings 212
are non-equidistantly spaced from each other. In at least some
embodiments, the size of openings 212 is greater or lesser to
allow greater or lesser amount of air flow.

FIG. 22 is a side view of the speaking valve of FIG. 21.

Another novelty of the present speaking valve is that
because it allows airflow passage during exhalation, the “bias
open” valve lets the patient couple a Humidity Moisture
Exchange (HME) filter directly to the speaking valve, where
it will fit over the new housing chamber like a cap. This
enables the patient to breathe through the valve, in and out, to
warm and humidify the breathed air, and concurrently speak
when he/she wishes by giving a slightly stronger exhalation.
As air flows out of the lungs through the tracheotomy/speak-
ing valve/HME filter combined unit, the natural body tem-
perature and humidity from the lung warms and humidifies
the foam inside the HME. None of the previously described
unidirectional speaking valves allow this new feature as they
all close 100% at exhalation and do not allow any air leak.

Because HME filters function only when air from the
patient is exhaled across the HME media, and then returned to
the patient, use of an HME filter is not possible with any of the
flapper unidirectional speaking valves. Prior to the ball valve
design, patients had to choose either to wear a speaking valve
for communication and forgo the benefit of an HME filter, or
alternatively to wear an HME filter and forgo the benefits of
wearing a speaking valve. The novel ball valve’s guiding
design is unique in a sense that when the housing is in the
“valve up” (“bias-open”) position, the speaking valve is hin-
dered from 100% seal (either by a ramp that slopes upwardly
at an acute angle toward, or by bumps or fenestrations), and
upon normal exhalation, air is allowed to flow in and out
through the valve and the HME filter (when attached). How-
ever, with the valve in this same position, the patient can also
choose to allow redirection of some of the exhaled air over the
vocal cords, in order to produce speech.

FIGS. 23-25 are perspective views of an HME filter posi-
tioned on a speaking valve. FIG. 26 is a cross-section view of
the HME filter of FIG. 23.

FIG. 27 is a perspective view of a speaking valve 270
(Ventilator Speaking Valve) according to an embodiment
which is similar in many respects to the non-ventilator valve
(i.e., it consists of an external cylindrical housing chamber
that contains a ball acting as the displaceable element). The
ball moves back and forth during inspiration and expiration,
and is limited proximally (tracheal side) from going beyond
the housing chamber during inspiration by a ring and one or
more circumferentially-spaced ramps disposed within the
body of the chamber. Valve 270 has a frontal opening which
is eccentric (oft-center) and formed in the second end offset
from a central axis of the chamber. This speaking valve has a
unique protective feature which, in case of an erroneous infla-
tion of the cuff by the staff, is designed to prevent closure of
the airway circuit. The valve includes a series of fenestrations
in the body, to allow variable and quantifiable degrees of airto
escape. The fenestrations are able to be partially sealed in an
adjustable and measured fashion, by a rotating ring that cov-
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ers the holes. The degree of leak is adjustable by rotating a
ring around the area of the fenestrations which occludes the
fenestrations to a variable and quantifiable degree. This vari-
able and adjustable feature allows the medical provider to
gradually introduce the tracheotomized patient to the use of a
ventilator speaking valve (hence minimizing patient reluc-
tance toward cuff deflation, and making the initiation into a
speaking valve more tolerable and less uncomfortable). Addi-
tionally and significantly, even in case of a human error and
erroneous inflation of the tracheotomy cuff, the fenestrations
in the body of the valve will act as effective relief ports and
inflation of the tracheotomy cuff; the fenestrations in the body
of the valve will act as effective relief ports and alleviate
excessive trans-tracheal pressure, hence excluding the possi-
bility of a completely closed air flow circuit, whilst still allow-
ing enough airflow to the vocal cords to facilitate phonation.

Valve 270 comprises a cylindrical main body 272 having a
chamber formed therein and having a stepped cylindrical
frontal portion 274 attached. In at least some embodiments,
main body 272 is formed in a single unit with frontal portion
274. A frontal opening 276 is formed in a front end 278 of
frontal portion 274 and offset from the central axis of the
valve 270. Frontal opening 276 is connectable to a ventilator.
In at least some embodiments, frontal opening 276 is config-
ured for connection to a ventilator. In at least some embodi-
ments, frontal opening 276 is not configured to connect to a
ventilator. In at least some embodiments, valve 270 is usable
only connected with a ventilator. In at least some embodi-
ments, valve 270 is usable not connected with a ventilator.
Frontal portion 274 comprises a ridged outer portion for
improving the ability of a user to grip valve 270 for manipu-
lation. In at least some embodiments, the ridged outer portion
is one of more bumps, indentations, or other suitable mecha-
nism for improving grip. In at least some embodiments, fron-
tal portion 274 does not include a ridged outer portion.

Main body 272 comprises a central portion 280 having
openings 282 formed therein which extend between the inte-
rior chamber and the exterior of valve 270. A rotatable ring
284 is positioned exterior of main body 272 and at least
partially overlaps a portion of openings 282. Rotatable ring
284 is rotatable about the perimeter of main body 272 to vary
the number of openings 282 which are covered. Rotatable
ring 284 surrounds at least a portion of the perimeter of main
body 272. In at least some embodiments, rotatable ring 284 is
a slidable cover configured to be slid to cover one or more of
openings 282.

FIG. 28 is a side view of the FIG. 27 embodiment. FIG. 29
is a cross-section view of the FIG. 28 embodiment. FIG. 30 is
alongitudinal cross-section view of the FIG. 28 embodiment.

It will be readily seen by one of ordinary skill in the art that
the disclosed embodiments fulfill one or more of the advan-
tages set forth above. After reading the foregoing specifica-
tion, one of ordinary skill will be able to affect various
changes, substitutions of equivalents and various other
embodiments as broadly disclosed herein. It is therefore
intended that the protection granted hereon be limited only by
the definition contained in the appended claims and equiva-
lents thereof.

What is claimed is:

1. A speaking valve for management of a patient’s airway,

the speaking valve comprising:

a body attachable to a tracheotomy tube at a first end, the
body having a stepped chamber formed therein, the body
having a second end distal from the first end, the firstend
having a frontal opening formed offset from a center of
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the first end, the body having at least one fenestration
formed therein extending to connect the chamber to an
exterior of the body;

a ball movable within the chamber and sized to close the
frontal opening; and

a slidable cover coupled with the body, the slidable cover
being C-shaped and positioned to selectably cover the at
least one fenestration.

2. The speaking valve as claimed in claim 1, wherein the at
least one fenestration is a plurality of fenestrations and
wherein the slidable cover is sized to selectably cover at least
a portion of the plurality of fenestrations.

3. The speaking valve as claimed in claim 2, wherein the
slidable cover is configured to variably cover one or more of
the plurality of fenestrations.

4. The speaking valve as claimed in claim 1, wherein the
slidable cover is a rotatable ring coupled exterior of the body.

5. A method of managing a patient’s airflow using a ven-
tilator speaking valve, the speaking valve comprising a body
attachable to a tracheotomy tube at a first end, the body having
a stepped chamber formed therein, the body having a second
end distal from the first end, the first end having a frontal
opening formed offset from a center of the first end, the body
having at least one fenestration formed therein extending to
connect the chamber to an exterior of the body;

a ball movable within the chamber and sized to close the

frontal opening; and

a slidable cover coupled with the body, the slidable cover
being C-shaped and positioned to selectably cover the at
least one fenestration, the method comprising:

positioning the slidable cover to cover the at least one
fenestration.

6. The method as claimed in claim 5, wherein the at least
one fenestration is more than one fenestration and the posi-
tioning the slidable cover

comprises positioning the slidable cover to cover all but
one of the more than one fenestrations.

7. The method as claimed in claim 6, wherein with the
frontal opening connected to a ventilator, the slidable cover
positioned to cover all but one of the more than one fenestra-
tions, air is able to flow out the remaining uncovered fenes-
tration.

8. The method as claimed in claim 6, wherein with the ball
in a position closing the frontal opening and the slidable cover
positioned to cover all but one of the more than one fenestra-
tions, air is able to flow out the remaining uncovered fenes-
tration.

9. A speaking valve for management of a patient’s airway,
the speaking valve comprising:

a body attachable to a tracheotomy tube at a first end, the
body having a stepped chamber formed therein, the body
having a second end distal from the first end, the first end
having a frontal opening formed offset from a center of
the first end, the body having more than one fenestration
formed therein extending to connect the chamber to an
exterior of the body;

a ball movable within the chamber and sized to close the
frontal opening; and

a slidable cover coupled with the body and positioned to
selectably cover at least one of the more than one fenes-
tration,

wherein the slidable cover only partially surrounds the
body, has a first end separated from a second end by a
gap such that the slidable cover is configured to cover
each of the more than one fenestration, to expose each of
the more than one fenestration, or to expose a selected
quantity of the more than one fenestration.
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10. The speaking valve as claimed in claim 9, wherein the
slidable cover is a rotatable ring coupled exterior of the body.
11. A speaking valve for management of a patient’s airway,
the speaking valve comprising:
a body attachable to a tracheotomy tube at a first end, the
body having a stepped chamber formed therein, the body
having a second end distal from the first end, the firstend
having a frontal opening formed offset from a center of
the first end, the body having at least one fenestration
formed therein extending to connect the chamber to an
exterior of the body;
a ball movable within the chamber and sized to close the
frontal opening; and
a slidable cover coupled with the body and positioned to
selectably cover the at least one fenestration,
wherein
the slidable cover substantially surrounds the body,
the slidable cover has a first end separated from a second
end by a gap,

the slidable cover is free from having an opening defined
therein, and

the body has a first side and a second side in a cross
section view, the at least one fenestration is in the first
side ofthe body, and the second side of the body is free
from having a fenestration of the at least one fenes-
tration.

12. The speaking valve as claimed in claim 11, wherein the
at least one fenestration is a plurality of fenestrations and
wherein the slidable cover is sized to selectably cover at least
a portion of the plurality of fenestrations.

13. The speaking valve as claimed in claim 12, wherein the
slidable cover is configured to variably cover one or more of
the plurality of fenestrations.

14. The speaking valve as claimed in claim 11, wherein the
slidable cover is a rotatable ring coupled exterior of the body.

15. A speaking valve for management of a patient’s airway,
the speaking valve comprising:

a body attachable to a tracheotomy tube at a first end, the
body having a stepped chamber formed therein, the body
having a second end distal from the first end, the firstend
having a frontal opening formed offset from a center of
the first end, the body having at least one fenestration
formed therein extending to connect the chamber to an
exterior of the body;

a ball movable within the chamber and sized to close the
frontal opening; and

a slidable cover coupled with the body and positioned to
selectably cover the at least one fenestration,

wherein the slidable cover substantially surrounds the
body, has a first end separated from a second end by a
gap, and the slideable-slidable cover is free from having
an opening defined therein.

16. The speaking valve as claimed in claim 15, wherein the
at least one fenestration is a plurality of fenestrations and
wherein the slidable cover is sized to selectably cover at least
a portion of the plurality of fenestrations.

17. The speaking valve as claimed in claim 16, wherein the
slidable cover is configured to variably cover one or more of
the plurality of fenestrations.

18. The speaking valve as claimed in claim 15, wherein the
slidable cover is a rotatable ring coupled exterior of the body.

19. A speaking valve for management of a patient’s airway,
the speaking valve comprising:
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a body attachable to a tracheotomy tube at a first end, the
body having a stepped chamber formed therein, the body
having a second end distal from the first end, the first end
having a frontal opening formed offset from a center of
the first end, the body having at least one fenestration
formed therein extending to connect the chamber to an
exterior of the body;
a ball movable within the chamber and sized to close the
frontal opening; and
a slidable cover coupled with the body and positioned to
selectably cover the at least one fenestration,
wherein
the slidable cover substantially surrounds the body,
the slidable cover has a first end separated from a second
end by a gap,

the slidable cover is free from having an opening defined
therein, and

the body has a ridged surface on a sidewall between the
first end and the at least one fenestration.

20. The speaking valve as claimed in claim 19, wherein the
at least one fenestration is a plurality of fenestrations and
wherein the slidable cover is sized to selectably cover at least
a portion of the plurality of fenestrations.

21. The speaking valve as claimed in claim 20, wherein the
slidable cover is configured to variably cover one or more of
the plurality of fenestrations.

22. The speaking valve as claimed in claim 19, wherein the
slidable cover is a rotatable ring coupled exterior of the body.

23. A speaking valve for management of a patient’s airway,
the speaking valve comprising:

a body attachable to a tracheotomy tube at a first end, the
body having a stepped chamber formed therein, the body
having a second end distal from the first end, the first end
having a frontal opening formed offset from a center of
the first end, the body having at least one fenestration
formed therein extending to connect the chamber to an
exterior of the body;

a ball movable within the chamber and sized to close the
frontal opening; and

a rotatable ring coupled with the body, the rotatable ring
being a continuous structure surrounding at least half of
a circumference of the body, and less than an entirety of
the circumference of the body, the rotatable ring being
configured to selectably cover all of the at least one
fenestration, or to selectably cover a selected quantity of
the at least one fenestration.

24. The speaking valve as claimed in claim 23, wherein the
rotatable ring surrounds more than half of the circumference
of the body.

25. The speaking valve as claimed in claim 1, wherein the
body is cylindrical.

26. The speaking valve as claimed in claim 1, wherein the
chamber is tapered such that an interior of the chamber is
wider at a position corresponding to the at least one fenestra-
tion, and narrows in a direction extending from the at least one
fenestration toward the frontal opening.

27. The speaking valve as claimed in claim 26, wherein the
body has an exterior sidewall, and the exterior sidewall com-
prises a seat portion configured to accommodate the slidable
cover.

28. The speaking valve as claims in claim 1, wherein the
slidable cover has a ribbed surface on a side of the slidable
cover.



